INTRODUCTION:
Odontogenic myxomas (OMs) are benign but locally invasive tumours originating from primordial mesenchymal tooth forming tissues which do not metastasise. They are rare tumours and account for 3.3e15.7% of all odontogenic tumours in adults [1] [2] [3] [4] 6] and for 8.5e11 .6% in children [12] . They occur in all age groups with a peak incidence in the third decade. Odontogenic myxomas can be found in both the maxilla and the mandible, usually associated with a tooth germ. [7, 8, 14] It is an asymptomatic lesion that shows an infiltrative growth pattern. Such lesion causes a destruction of the medullar bone and expansion of the cortical bone. Frequently, the lesion is perforating and invading the adjacent soft tissues and cortical bone. The posterior region of the jaw is the most frequent area where the neoplasm occurs, having a similar distribution in males and females. [7] Microscopically these lesions are characterized by stellate and spindle-shaped cells embedded in a richly myxoid extracellular matrix, with scarce collagen; those cases with higher amounts of collagen may be denominated as myxofibroma.
On imaging, odontogenic myxoma may present variable features -mostly as radiolucent, multilocular or unilocular structures on plain radiographs. Both CT and MRI correlate sometimes with the histological features and are considered useful tools for diagnosis (internal structure of the lesion and the condition of bone margins). (3,9)
Diagnosis is most commonly established by biopsy. Histopathological features include a whitish-grey glistening or gelatinous mass with minimal essential encapsulation microscopically and spindled or stellate-shaped cells in a mucoid-rich intracellular matrix [10, 11] . Immunocytochemical staining is positive for vimentin, but in contrast to myosarcomas is negative for desmin, neuron specific enolase, glial fibrillary acid protein and S100 [10, 11] .
Management varies depending on the location and size of the tumour, the age of the patient and individual experience. They range from minimally invasive excisional biopsies to an en bloc resection of multiple of relevant structures. Long-term follow-up is crucial as myxomas have a significant tendency of reccurence. Recurrence rates for myxomas in the literature vary from 5 to 10% but there is no reliable data in the existing literature. [7, 9] CASE REPORT We present a 18 years old male, who referred to our department with orthodontic anomaly. (Fig. 1) Plain radiography showed unilocular , well-defined radioluscent lesion around the crowns of 47 and 48 teeth which were in abnormal position (dystopia). (Fig. 1 ) There was no expanded mass and deformity of the alveolar ridge. Biopsy was performed during the surgical procedure for teeth extraction under local anesthesia and a curettage and peripheral ostectomia was added to the procedure. In one step procedure was performed peripheral bone resection. The surgical treatment enabled us to diagnose the lesion as an odontogenic myxoma. The histologic specimen was http://dx.doi.org/10.5272/jimab.2013194.404 stained using hematoxiline-eosine. The staining showed a neoplasia of odontogenic origin with features that suggested the presence of an odontogenic myxoma. The case has been followed up for 2 years and the recurrence was not evident. (Fig. 2, Fig. 3) 
DISCUSSION
OM is regarded as a locally invasive tumour that does not metastasize and exhibits slow and asymptomatic expansion, sometimes resulting in perforation of the cortical borders of the affected bone [1] . In many cases (the same as our case) these lesions are diagnosed accidentally by a routine dental checkup and X-ray. The patients are usually in their second or third decade of life -our patient is 18 years old male, in almost 60% of the cases (10) . Radiographically, the tumour is seen as a unilocular or Fig. 1 . Odontogenic myxoma multilocular radiolucent lesion with well-defined borders and fine bony trabeculae. The usual radiographic description of OMs is a ''honeycomb'', ''soap bubble'' or ''tennis racket'' lesion [10] . Displacement of teeth is a relatively common finding, although root resorption is rarely seen and this was the reason we perform the x-ray in our patient.
CONCLUSION
Odontogenic myxomas (OMs) are considered to be a benign odontogenic tumour with locally aggressive behaviour. Since these neoplasms are rare in the oral cavity, the possible surgical management can be quite variable. The current letrature recommended therapy depends on the size of the lesion and on its nature and behaviour and can vary from simple curettage and peripheral ostectomy up to segmental resection.
